INTRODUCTION
Dentigerous cyst is a type of odontogenic cysts and has a rate between 20% and 24% in all the jaw cysts. [1] These cysts form between the enamel epithelium and the enamel of the crown of the affected tooth, and the fluid accumulation occurs in the related area. [2] [3] [4] Dentigerous cyst always includes the crown of an unerupted or impacted tooth, and it is commonly observed in the mandibular third molar region. [2] [3] [4] [5] These cyst often show no symptoms, and they are generally detected by a radiographic examination to find the reason for the delayed eruption. In the radiographic examination, dentigerous cyst lesion has a well-defined sclerotic border, and a well-demarcated unilocular radiolucency which is surrounding the crown of an unerupted tooth is observed. [2, 6, 7] The ages of twenties or thirties are the most common periods when the ages of the dentigerous cyst cases are considered whereas these cysts are rare in the first decade. [3, 8] Different options were advised for the treatment of these cysts such as the elimination of the damage on the affected permanent tooth, enucleation of all pathological tissues with the removal of the involved tooth, or marsupialization. In these options, revealed a swelling present near the lower margin of the right mandible. Intraoral examination revealed a hard swelling which caused bulging of the cortical bone in the primary mandibular right first molar region. The primary mandibular right first molar tooth was nonvital, and the crown had been eradicated by a carious lesion. The adjacent mucosa was apparently normal, and there were not any signs of inflammation.
Panoramic radiograph [ Figure 1 ] was taken for radiological examination, and it revealed the presence of a unilocular radiolucent cystic lesion with sclerotic border associated with the mandibular right first premolar crown. The crown of the mandibular right first premolar was lying horizontally and coronally displaced. Additionally, the radiolucent cystic lesion extended to the lower border of the mandible. After the clinical and radiological examination, a provisional diagnosis of the dentigerous cyst was made.
Surgical enucleation of the cyst was chosen as the treatment of choice. The surgical intervention was carried out with a general anesthesia. The primary mandibular right first molar tooth was extracted before the disclosing of the cyst cavity by opening a flap. After the flap opening process, the cyst cavity was identified [ Figure 2 ], and the contents of the cyst were removed with the unerupted premolar tooth [ Figure 3 ]. The flap was sutured for closing the wound primarily. The specimen was prepared and sent for histopathological examination. Histopathological view showed nonkeratinizing stratified squamous epithelium and confirmed the diagnosis of dentigerous cyst [ Figure 4 ]. Appointments were organized in every 3 months for clinical and radiological follow-ups. After 18 months, there was not any recurrence in the operation region [ Figure 5 ].
DISCUSSION
Dentigerous cysts most commonly occur in the in the ages of twenties or thirties. [5, 8, 10] However, the frequency in children is relatively low, and 4-9% of these cysts occur in the first 10 years after birth. [9] In the present case, the cyst was associated with the mandibular first permanent premolar tooth crown in a 5-year-old child.
Two types of dentigerous cysts are reported in the literature: Developmental and inflammatory types. The developmental type of these cysts is the most common type, which surrounds the crown of an unerupted tooth by the fluid accumulation between the layers of the enamel organ. [1] [2] [3] Rarely, the dentigerous cyst develops as a result of periapical inflammation from a nonvital primary tooth. The spread of periapical inflammation may affect the germ of the permanent tooth and may induce the formation of the cyst. Therefore, the inflammatory dentigerous cyst is usually associated with the roots of a nonvital primary tooth. [6, 11, 12] According to these definitions, the presence of overlying nonvital necrotic primary mandibular first molar tooth increases the possibility of being an inflammatory type of the dentigerous cyst in the present case.
Odontogenic keratocyst, unicystic ameloblastoma, central giant cell granuloma, and a large radicular cyst must be considered in the differential diagnosis of a dentigerous cyst. Radiograph alone cannot differentiate the above-mentioned lesions, so a histopathological examination should be performed. [1, 5] Additionally, the epithelial cells lining the lumen of the dentigerous cyst possess an unusual ability to undergo metaplastic transition. Untreated dentigerous cysts rarely develop into an odontogenic tumor or a malignancy like squamous cell carcinoma. [1, 2, 5, 10] Therefore, the early diagnosis and treatment of a dentigerous cyst lesion creates an importance for the prevention of the occurrence of more destructive lesions.
The factors such as the size and location of the cystic lesion can change the treatment option. The available options for the treatment of these lesions in children include total enucleation of the cyst with primary closure or marsupialization. Marsupialization of the cyst is the treatment of choice which gives a chance to the unerupted tooth to erupt in large cysts; however, this technique creates notable disadvantages. To illustrate, the two-stage surgical procedure may result an intolerable procedure for a child and lifting behind a pathological tissue. [3, 6] Enucleation with primary closure was the treatment choice in our case as the cyst was small, and the displacement of the unerupted permanent tooth was severe.
Although dentigerous cyst lesions are rare in the first decade of life, they can form in young children. For this reason, the true treatment choice with the early clinical diagnosis of these lesions may increase the rate of success. A long-term follow-up is important for the diagnosis of the recurrence as well.
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